Introduction: The organization of health care for breast (BC) constitutes a public health challenge to ensure quality of care, while also controlling expenditure. Few studies have assessed the global care pathway of early BC patients, including a description of direct medical costs and their determinants.
INTRODUCTION
Breast cancer (BC) is the most common cancer in women in France with more than 54,000 new cases and 12,000 deaths per year [1] . BC therefore constitutes a public health challenge due to the need to organize health care while ensuring quality of care and controlling expenditure.
Moreover, BC is a heterogeneous disease, in which treatments, clinical practices and costs can vary substantially. A care pathway is defined as a patient-focused global care that addresses temporal (effective and coordinated management throughout the illness) and spatial issues (treatment is provided near the health territory in or around the patient's home) [2] . Studying care pathways therefore implies focusing on a specific health care territory and identifying health care services and resources consumed in the various health care structures. The BC care pathway is complex, involving several structures, disciplines, actors, technical, organizational and medical innovations. Analysis of BC global care pathways, including health care, support and treatment, is needed to help patients, heath care professionals and policy-makers. Clinical pathways can then be used as a tool to standardize processes and improve quality of care, as previously conducted in other fields of medicine: congestive heart failure, stroke, asthma, or deep vein thrombosis [3] [4] [5] [6] . Most studies on BC care pathways have focused on a specific phase of treatment, such as surgery [7, 8] or radiotherapy [9] and few studies have assessed the complete and global care pathway of early BC patients, including treatment, support and innovative organizations, such as the use of outpatient surgery.
The costs of BC are also underestimated. Most published health economics, cost-effectiveness or cost-utility studies have focused on a specific drug [10] , surgical procedure [11] or examination [12, 13] . Few studies have assessed the overall direct costs of one-year management, including medical and non-medical costs, in order to elucidate the distribution of costs during the various phases of health care (diagnosis, treatment, follow-up), which would be useful for policymakers to inform decisions on health care funding.
The aims of this multicenter prospective study were to describe care pathways of BC patients in a geographic territory and to calculate the global direct costs of early stage BC during the first year following diagnosis.
MATERIALS AND METHODS
OPTISOINS01 was a multicenter, prospective, observational study conducted in patients from a determined regional health territory around Paris. This study was approved by the French National ethics committee (CCTIRS Authorization No. 14.602 and CNIL DR-2014-167) for the research conducted at all participating hospitals. This study was registered with ClinicalTrials.gov (Identifier: NCT02813317). The design of this study has been previously published [14] .
Setting and population
The study was conducted in three departments of the Ile-de-France region (Hauts-de-Seine, Yvelines, and Val d'Oise), which cover 35% of the region's population (total population: 11.9 million). This region has a population of 2.17 million women, 61% of whom are older than 45 years, with an incidence and mortality of BC higher than national rates. This territory was chosen due to its heterogeneity in terms of health care services provided and its variable medical density and health care facilities, related to the disparate urbanization and population incomes throughout the territory. Eight non-profit hospitals participated in the study: 3 teaching hospitals (TH), 4 general hospitals (GH) and 1 comprehensive cancer center (CCC). Patients included in the study had histologically confirmed, previously untreated, operable breast cancer, and were living in one of the three departments of the region studied. Informed consent was obtained from all individual participants included in the study.
Breast cancer care pathways
As BC is a heterogeneous disease, depending on the stage and characteristics of the cancer, the study population was divided into three groups of patients. These groups corresponded to patients with homogeneous BC pathways, based on clinical relevance and the treatments administered. Group 1 was composed of patients treated by conservative breast surgery, without axillary dissection or chemotherapy. This group was used to identify factors associated with outpatient surgery, as axillary dissection (group 2) and radical mastectomy (group 3) may constitute a contraindication to outpatient surgery for some teams. Patients of group 2 were also treated by conservative breast surgery, but associated with either axillary dissection or chemotherapy. Group 3 included all patients treated by radical breast surgery.
Costing methodology
The overall cost of the one-year early breast cancer pathway was determined by cost-of-illness analysis. Resources consumed were recorded in situ for each patient, using a prospective direct observation method [15] . In addition, each patient filled in a diary to provide information about 
Statistical analysis
For each cost component, the mean, standard deviation (SD), minimum, maximum and median were calculated for quantitative variables and frequencies and percentages were calculated for qualitative variables. Univariate and multivariate analysis was performed to establish relationships between patient characteristics, patient care and costs. Fisher's exact test, Student's t-test, Wilcoxon test or Mann-Whitney test were used to analyze these factors.
Multivariate analysis was performed using a logistic regression model. Differences were considered significant for p<0.05. All statistical analyses were performed with R software [16] .
RESULTS

Pathways characteristics and resources consumed
More than 750 patients were screened for participation in the study between January 2014 and January 2016 and 617 of them were included in the study. After monitoring and lost to followup, data for 604 patients were analysed and 303, 164 and 137 patients were assigned to group 1, group 2, and group 3, respectively ( Figure 1 ).
Median age was 58 years . Most patients presented invasive BC (n=543, 90%) and 23% (n=142) had axillary lymph node involvement. Less than 40% of patients received adjuvant chemotherapy (n=235, 39%). Nearly one-half of patients were working at the time of diagnosis (n=297, 49%). Patient characteristics and treatments administered are presented in Table 1 . 
Pathway cost
Direct medical costs from a National Health Insurance perspective
Median direct medical costs of 1 year of management from diagnosis of operable BC were €12,250 (€3,643-€55,340). Table 3 shows direct medical costs by phase and by group. Except for the follow-up phase, a statistically significant difference of these costs was observed between the 3 clinical pathway groups, with costs about 30% lower for group 1 compared to the other groups. In multivariate analysis, 4 factors were independently associated with higher direct medical costs: diagnosis on the basis of clinical signs, invasive cancer, lymph node involvement and conventional hospitalization for surgery (Table 4 ). One hundred and ninety-five patients declared transportation costs The median cost of transportation for these patients was €902 (€15 -€10,024). No significant difference in terms of transportation costs was observed between the 3 groups, and the only determinant identified on multivariate analysis was a distance between the patient's residence and hospital greater than 16 km (OR=2.9; 95%CI[1,2-6,7]; p=0.01). Costs were higher for group 2 and 3 patients (€904 and €956, respectively) compared to group 1 patients (€363, p<0.001). In multivariate analysis, no additional factor was found to be associated with personal expenditure in this population.
Direct medical and non-medical costs from a patient's perspective
DISCUSSION
This multicenter prospective study describes BC pathways in a given health territory and the direct medical and non-medical costs during the first year after diagnosis. BC pathways mostly depend on 2 factors: initial stage of disease, which determines treatment and the resources consumed and the type of center. For example, more than 80% of group 1 patients undergoing breast-conserving surgery without adjuvant chemotherapy were operated on an outpatient basis. However, although this patient group is homogeneous, differences were observed in terms of health organization according to the type of center.
Undergoing surgery in a CCC was associated with outpatient surgery. Moreover, most patients of this study were managed in a CCC and we also observed that patients were willing to travel many miles to receive treatment in a CCC. All public centers involved in the management of BC in the area studied participated in this study; patient recruitment therefore reflects the reality of the health care territory. We have also previously shown that compliance with selected EUSOMA (European Society of Mastology) quality criteria was observed more frequently in CCC [17] . The type of center was therefore identified as an efficiency lever to optimize BC pathways. More BC patients are managed in CCC each year than in certain TH or GH, and they have a particular expertise in the management of cancer. Consequently, organization of care is optimized and can be easily be adapted when innovative technics or services become available, accounting for the high rate of outpatient BC surgery. The number of patients treated each year has been recently shown to be independent factor of overall survival in breast and ovarian cancer patients in a French National Health Insurance report comparing survival and the annual number of patients managed [18] . Women operated in a center performing less than 30 cases of BC surgery per year had an 84% excess risk of death compared to women operated in a center performing more than 150 cases of BC surgery per
year.
Median direct medical costs of 1 year of management from diagnosis of operable BC were €12,250, from a National Health Insurance perspective. The cost of breast cancer in Europe has been estimated to be €15 billion [19] . In France, two recent studies evaluated the cost of breast cancer. The first study proposed a method based on formal concept analysis to form groups of hospital care trajectories [20] . By using an anonymous identifier to link sequences in different hospitals, the authors re-attributed all diagnostic codes to each patient were classified into 19 care pathway groups, corresponding to particular morbidity profiles, as evaluated by main and associated diagnostic codes: invasive or in situ cancer, palliative care, aplasia, inflammatory breast disease. The average cost of a care pathway was €9,600. The greatest cost variability was explained by the invasive cancer code, associated with chemotherapy followed by palliative care, reconstructive surgery and aplastic anemia. The largest group in terms of numbers (62% of patients) had the lowest pathway cost. The second study proposed a macroeconomic method to calculate the overall cost of primary treatment of non-metastatic breast cancer using aggregated data from hospital activity, the national cost scale, and incidence data for a given year [21] . The average cost of the pathway without reconstituting individual pathways was €14,555 in 1999. These results were compared to a micro-economic method of cost evaluation, based on cost accounting. The pathway cost for 115 patients completely treated in a regional cancer center from diagnosis to the end of primary treatment was €14,399, a difference of only 1.1% compared to the cost estimated by the macroeconomic method. Similar results were recently obtained in Italy, based on cancer registry data [22] : mean total direct medical cost was €10,970/patient with €414 for diagnosis, €8,780 for treatment and €2,351 for 2-year follow-up, respectively.
These estimates are close to the direct medical costs estimated in the present study.
However, these studies did not determine direct non-medical costs, such as transportation or Similar results were reported in Canada, with a median out-of-pocket expenditure of US$1002
during the year after diagnosis [23] . The burden on households depends on the household income. In the Optisoins01 study, nearly one-half of patients earned more than €1,900 per month [24] . An annual out-of-pocket expenditure of €614 therefore represents a reasonable burden for these households. Conversely, in Haiti, for example, the median non-medical outof-pocket expenditure of BC patients was US$233 (from diagnosis to follow-up) for a median daily salary of US$2 [25] . In contrast, health care costs in some countries are not covered by national health insurance and patients need to take out private insurance. Out-of-pocket expenditure can therefore become a barrier to care. For example, in the US, the financial impact of BC has been described to prevent underserved BC survivors from accessing follow-up care [26] .
A variability of direct costs is also observed between countries. Most studies in the US have described higher direct medical costs. A study based on a private insurance database reported a total health care cost of US$42,401 per patient for the first year [27] . In another study of patients covered by private insurance in the US, the annual direct medical cost of BC was US$19,435 [28] . Moreover, expenses as high as US$5,711 per month have also been published for patients covered by the Medicaid system [29] . However, in these last 2 studies, the study populations consisted of younger women aged 18-44 years. Age is a recurring determinant of costs [22, 30] , but was not significant in our study. The main determinant of cost in Optisoins01 was administration of chemotherapy, which accounts for the major difference in terms of direct medical costs between our BC pathway groups. A recent study also identified chemotherapy as one of the major drivers of direct medical costs, not only in BC, but also in lung and colorectal cancer [30] .
BC costs mainly depend on treatment and BC pathways. Optimizing clinical pathways could therefore help to control costs. Moreover, implementation of organized clinical pathways helps to improve quality of care [31] . In the light of these results, our institute has established a quality charter involving several aspect of BC management and centered on clinical pathways to help other centers achieve excellence. 
